We report the first case to be observed in a neonate of an intramural bronchogenic cyst in the carina. Considering the age of the infant, it was decided to administer curative treatment by needle aspiration. A rigid bronchoscopy was used. The outcome was favorable.
INTRODUCTION
Bronchogenic cysts (BC) can appear in intramediastinal (trachea, hilus, para-esophagus) or intrapulmonary forms. Tracheal cysts can be situated in the carina or below and can be paratracheal, intraluminal or, in exceptional cases, intramural. 1, 2 The location and form of BC will determine the type and severity of the symptoms and the age at outset. [1] [2] [3] [4] [5] We report the first case to be observed in a neonate of an intramural BC in the carina.
CASE REPORT
A 38-week-gestation female infant was born by spontaneous delivery. At 10 minutes old, she developed respiratory distress related Figure 1 . Large cyst under mucous membrane developed from the anterior face of the carina and obstructing both bronchi (the translucent central zone corresponding to the wall of the cyst that transfixes the mucous membrane)/decompression puncture with long needle/appearance on the third day after puncture.
to a bilateral pneumothorax. She required endotracheal intubation (Portex s 3) and mechanical ventilation (Dräger s , Babylog 8000). Drainage was carried out. On day 2, a flexible fiberoptic bronchoscopy (FFB) (Olympus s BFN 20) revealed a large cyst under mucous membrane, developed from the anterior face of the carina and obstructing both main bronchi (Figure 1) . A computed tomography revealed a lateral hypodensity of the carina to the lefthand side. The appearance of this mass was compatible with an intramural bronchogenic cyst(BC) in the carina. Considering the age of the infant, the major signs of compression, and the position of the cyst, it was decided to administer curative treatment by needle aspiration. On day 3, a rigid bronchoscopy was used (general anesthesia, mechanical ventilation with Dräger s Babylog 8000, pressure-controlled mode) with Storz's rigid ventilating bronchoscope (size 3). Using needle aspiration (Williams' needle 5Fr-23ga-35 cm-8 mm, Cook s ), 2.5 ml of a clear, slightly viscous liquid was drawn off (bacteriologically sterile, and containing 1 g/l of protein and mucous cells). The cyst collapsed immediately, and bronchial compression was relieved (Figure 1 ). The outcome was favorable; FFB at 2 years of age was normal.
DISCUSSION
There are two alternative treatments for BC in the trachea: surgical excision or treatment by endoscopy (resection or punctureaspiration) when the cyst is visible. 2, 3 Most medical teams recommend surgical treatment from the outset, which usually means that the mass can be completely excised, with no recurrence, and with no risk of secondary malignant degeneration. [1] [2] [3] 5 Such operations can prove serious, with lobectomy or pneumonectomy sometimes being necessary, and they are accompanied by all the usual risks of an operation.
Operations by endoscopy are often thought to be ineffective (recurrence is rapid) or even contraindicated (risk of bradycardia when the puncture is administered).
1-3
We have described the first case of a bronchogenic intramural cyst in the carina in a neonate. Owing to the form and position of the cyst, the symptoms manifested early and were particularly acute. Endoscopy was used for diagnosis and treatment. It was thus possible to relieve the symptoms quickly with a single punctureaspiration, probably with epithelial necrosis due to retraction of the cyst. We have shown that it is possible to administer curative treatment for a bronchogenic mediastinal intramural cyst by means of endoscopy. To be on the safer side, this procedure must be carried out under general anesthesia, in the operating block, with a surgical team on standby.
